Objective-To assess the use of analgesia in an accident and emergency (A&E) department and identify shortcomings. Setting-University teaching hospital. Methods-An audit of patients referred from the A&E department to orthopaedic fracture clinic (n = 100) or for orthopaedic admission (n = 100) was There have been very few studies to assess the adequacy of analgesia prescribed in accident and emergency (A&E) departments. Those that have been publishedeg have shown inadequate provision of analgesia. We aimed to assess the use of analgesia within our department and identify shortcomings. Having done this we devised a protocol for intervention and assessed whether this was successful. We chose acute skeletal injuries as a well defined group of unequivocally painful injuries that could readily be assessed.
Setting-University teaching hospital. Methods-An audit of patients referred from the A&E department to orthopaedic fracture clinic (n = 100) or for orthopaedic admission (n = 100) was carried out to document analgesia use. An analgesia protocol was introduced and analgesia use was reassessed on the same numbers of patients. Results-Prescribing of analgesia was initially poor: 91% of fracture clinic referrals and 39% of admissions received no analgesia while in the A&E department; when given, it was often by inappropriate routes. Introduction of an analgesia protocol significantly improved analgesia use: fracture clinic referrals receiving unsatisfactory analgesia were reduced from 91% to 69% (P<0.001). There was a marked increase in the use of intravenous analgesia, from 9% to 37% (P < 0.001). Patients with significant head injuries, referrals from other hospitals, admissions without fractures (that is, nerve or tendon injuries), and patients with injuries over 12 hours old were not included.
Conclusions
The results of this audit were presented at a staff meeting. An analgesic protocol (figure) was then introduced and circulated through the department to all staff.
Over the following one month a further 100 consecutive referrals to fracture clinic and 100 orthopaedic admissions were then assessed using the same criteria.
Results

FRACTURE CLINIC REFERRALS
These were divided into four groups: forearm, lower leg/ankle, hand/foot, and others. The numbers of fractures assessed in the initial and repeat audit are shown in table 1 . The analgesia given is detailed in table 2. Fracture clinic referrals receiving unsatisfactory analgesia were reduced from 91 % to 69%, a difference of 22% (95% confidence interval 10-9% to 33.1%, P < 0-001).
ORTHOPAEDIC ADMISSIONS These were also divided into four groups: neck of femur, forearm, lower leg/ankle, and others. The numbers of fractures assessed are given in table 3 and the analgesics used in table 4. Orthopaedic admissions receiving unsatisfactory analgesia were reduced from 39% to 22%, a fall of 17% (95% confidence interval 4.2% to 29-8%, P = 0 009). The number of orthopaedic admissions receiving intravenous opiates increased by 28%, from 9% to 37% (95% confidence interval 16-3% to 39.7%/, P < 0 00 1). The most appreciable improvements in analgesia used were obtained treating patients with fractured neck of femur ( It is evident that other countries and other specialties have given this subject more attention than our specialty in the United Kingdom. Authoritative guidelines relating to analgesia in acute trauma have been published in the USA6 and Canada8 to act as a standard of care for patients. Although widely circulated medical publications4 9 have approached the subject in the United Kingdom, as yet no coordinated guidelines or standards have been developed. Progress in other specialties is likewise more impressive; the problem of inadequate postoperative analgesia has long been recognised'0 and innovative techniques produced to counter it,"1 while the management of both chronic and cancer related pain is becoming a specialty in itself.
The reasons behind the neglect of analgesia are not clear. Ethnicity has been cited as a possible factor in determining analgesia use'2 and children may also be denied adequate analgesia.'3 There may be a latent period after injury before pain develops, which could be a factor in the assessment of analgesic requirements in A&E.14 Clearly further work is required in this area. In the meantime the development of guidelines and standards of care by a nationally recognised organisation in A&E medicine should be addressed with urgency.
CONCLUSION
The use of audit and a protocol can improve the provision of analgesia in the A&E department when introduced locally. However, only limited improvements will be achieved until nationally recognised guidelines are developed. This important area of patient care deserves much more attention.
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